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hospital or specialist reports which they may have with a bearing on the case; very often (especially in orthopeadic and psychiatric cases) a consultant's letter of some months back is submitted where the view has been expressed that the patient may resume work; or again a recent letter expressing surprise that the patient has not yet resumed work. It is obvious from these cases and from discussion with GPs that they are in some doubt about signing a man off if he still has a subsequent hospital appointment, or if they are not sure if the patient is still attending. This kind of situation would occur less often if consultants were to express an opinion about the man's working capacity when sending reports to the GP. I have been told by an insured person that he was still off work because he hadn't had his thirteen weeks yet. He was entitled to it, he said. It was down in black and white in his conditions of service with his employers and he quoted: 'entitled to thirteen weeks full pay, followed by thirteen weeks half-pay sick leave in any twelve months period.' Insured persons may say, when seen at medical examination centres that they feel quite well and do not understand why they are still off work but that their doctor gives them a further medical certificate each time they attend at his surgery. They do not understand why, and there is clearly a failure of communication between patient and doctor. There is the simple psychological fact that many people will feel unfit for work so long as they continue to be certified as such, and yet feel much better once they are in possession of documentary evidence that they have recovered and are able to resume working.
Failure ofcommunication can contribute to the prolongation of incapacity in another group of cases. I refer to the psychiatric case where a mild anxiety state or a mild depression is improving. Such a patient will often say at medical examination that he is feeling much better, that he would like to be back at work and feels his condition will be improved as soon as he returns to work, but that the question of returning to work has never been raised at interview with either the psychiatrist or the GP. Whether it be that the psychiatrist or the GP thinks or does not think him able yet to return to work, there is surely a failure of communication here; the patient is uncertain of his condition and prognosis, and this distorts his insight and militates against his recovery.
In conclusion, I have concentrated on circumstances where incapacity seems to be prolonged unnecessarily. My work naturally brings me into contact with this kind of case, but does not enable me to judge what proportion they form of all absences from work due to sickness or injury.
Mr T Glyn Thomas (Buckland Hospital, Dover, Kent)
Duration of Recovery from Minor Injuries
The information which I shall present to you was obtained by the completion of a rubber-stamped 'form' which is placed on the notes of all new patients attending trauma clinics at Buckland Hospital, Dover (Fig 1) . The diagnosis is at the top, then arm dominance is recorded, followed by the occupation. The idea is that the surgeon who is conducting the clinic then guesses how long it will be before the patient returns to work. He records this in the left column. If resettlement is likely to be needed he informs the disablement resettlement officer at the outset. When the patient is discharged the right column, showing how long it really took, is completed.
It was necessary to study 451 sets of notes to find 100 cases of minor injury (i.e. not entailing admission) involving the working population. The cases excluded were of injuries to children, retired people, housewives, and those whose notes were inadequate. There are obviously many sources of error in a survey of this type and no statistical analysis has been carried out on this small series. Nevertheless, I feel that some light is thrown on today's problem by the results. What I hope to illustrate is that national trends and overall impressions can be confirmed microcosmically and that close scrutiny of individual case histories reveals causes of absenteeism recognizable in human terms.
Results
We found that our guess was right within a day or two in 51% of cases, that 32% of people stayed off work longer than we forecast and that 17% went back sooner than we thought they would.
We then employed a crude statistical device, subtracting the 17% (which will include our inaccuracies together with those who returned to work before it was clinically 'right' to do so) from the 32%; this left 15% of patients who, after allowing a generous margin for error, took longer to go back to work than we thought they should. In man-hours the net loss, assuming a 40-hour week, was 4,240 from the 15 (15%) patients only. This represents quite an impressive loss to the local and presumably, if multiplied, the national economy.
Clearly, before drawing any conclusions from this it was important to see if there was any observer discrepancy. The clinics are done by a consultant, a senior registrar, a medical assistant or by one of two registrars. Although there was considerable variation in the enthusiasm with which the forms were completed, the forecasting seemed to be of uniform accuracy; we tended to be 'generous', in terms of expected morbidity, in arriving at a figure.
Correlations
(1) With the limb affected: There was a tendency to be too optimistic about injuries to the nondominant upper limbs; perhaps we overestimated the significance of limb dominance in manual workers.
(2) With occupation: The occupations of the 100 patients were listed in three columns according to the accuracy of the forecasts. All three lists were mixtures but those who stayed off work longer than predicted were generally the more unskilled workers and included 10 miners and 2 seamen; those who returned to work earlier than predicted were usually self-employed or skilled men and included 2 merchant marine officers (there were no miners). (Occupation had already been taken into account in reaching the original assessment.) (3) With the cause of injury: There was a striking correlation between absenteeism and the cause of the injury. Those such as road accidents and industrial injuries which might be expected to involve litigation definitely produced longer absenteeism than similar injuries resulting from the patient's carelessness. We did not look to see if these patients actually had claims pending.
Individual Cases
These are a few comments found in the notes or made at the time of scrutiny.
(1) A 48-year-old hotel manager with a fractured humerus was sacked while off work. In his notes was found the comment: 'I think it possible that his employers took the opportunity of ridding themselves of a difficult chap'.
(2) A 56-year-old domestic help, considerably overdue following a Colles' fracture: 'A drudge trying to escape from her drudgery.' (3) An 18-year-old machinist, 14 weeks off work following a badly executed finger-tip repair. 'Entirely our fault.' (4) A driver aged 61, with a minor shoulder injury: 'Just stayed offpure malingering.' Here certificates were being supplied by the family doctor and there was a failure of communication between him and the hospital. (5) A miner who, following a rock fall on to his head which dazed him but did not knock him out, had ten weeks off instead of an estimated three. I considered whether it would have been better to advise him to return to work immediately. The three weeks might have conditioned him for the ten.
(6) A 56-year-old checker with a crushed foot received indecisive early treatmenta short period in plaster, some rather nonspecific physiotherapy and general lack of a defined programme. In addition, it was an industrial injury.
Conclusions
(1) The initial assessment of a minor injury must be complete and accurate. Ideally cognizance should be taken of any special social circumstances and it helps very much if the surgeon knows exactly what a man's job involves. This incurs making visits to factories, mines, &c., in the area of his practice.
(2) Treatment must as far as possible be definitive and that implies that it must be good.
(3) The patient and his GP must be told clearly and precisely what is the usual course of such cases and how long he will be off work.
(4) Supply of certificates should be controlled by the accident department but the GP must be informed of progress.
(5) Legal delays should be reduced, more note being taken of probable developments in reaching a quantum rather tharr waiting for the complications to arise. (6) The world is divided into two sorts of peoplethose who like their work and those who do not. This fact is the real backdrop to our play.
Dr Hodgkin: Patients frequently say 'my solicitor says I must not go back until I am ready', or 'I must not go back until this compensation case has come up'. This is often untrue but there is very little one can do to deal with it. Is it widely recognized in the legal profession how difficult it is for the doctors when that is said? Sir Walker Carter: To say 'you must not go back until your doctor says you are ready' is, of course, right; but, 'you must not go back until your case is settled' would never, as I have said, be the advice of any competent or reputable solicitor.
